Purpose: Most hospitals have been reply to the consultation if the needed departments consult with the Nutritional Support Team (NST) for patient evaluation and management. However, as a common occurrence, some people requiring treatment cannot receive care due to lack of cognition of nutritional support and lack of resources for assessment of nutritional status. Methods: We provide an indication for screening of patients and for active nutritional support. Indications include symptoms that reflect the conditions of increasing nutritional requirement and decreasing nutritional supply. Two surgical wards and surgical intensive care unit were included and nursing teams recommended patients to the NST by interviewing inpatients if they met the indications. Results: We included 60 patients referred to the NST before applying for screening, from January 2005 to January 2009 and 44 patients selected for only five months by the NST after applying for screening. The number of consultations showed a slow decrease, 27 in 2005, 23 in 2006 to 10 in 2007, before applying for screening, but increased significantly to 44 for only five months after applying for screening. While the number of departments applying to the NST was five departments in 2005, six departments in 2006, and two departments in 2007, it increased significantly to eight departments. After applying for screening, the most common cause was 'artificial nutrition longer than five days' in 48.1%; the second cause was 'poor nutrition status' in 13.5%, and the third was 'significant weight loss' or 'gastrointestinal function change' in 8%. Moderate risk patients showed improvement and shifted to minor risk patients and normal patients. The rate of improvement was approximately 47.7%.
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Conclusion:
The screening tools should be simple, as well as easy to use. Therefore, using this tool, we must actively select patients with poor nutrition and apply the screening tools rapidly. On the other hand, it has limitation to conduct the NST practically, because too many people have been selected by the selection method which enters the laboratory data into computer.
So most hospitals have been reply to the consultation if the needed departments consult to NST for patient evaluation and management. But in this way, it commonly occurs that some people required treatment cannot be cared due to lack of cognition of nutritional support and lack of resources of nutritional status assessment. Although St. Mary's Hospital also has been NST since October in 2004, it was not active. The activity of NST was poor because we had been passive working on nutritional consultation reliance on request only. We would like to express our successful experience. We designed the revitalization of the NST. Through the development of new search tool, we would like to provide an active nutritional support.
MATERIALS AND METHODS

Backgrounds and subjects
In this study, St. 
The composition of NST
NST was made up of two doctors, two pharmacists, two nutritionists and two nurses. First, if each nursing team recommended the patient through screening, nutritionists and pharmacists were interviewing the state of nutrition. This information was used in a weekly conference. In a weekly conference, we decided the treatment plan and carried out rounding for targeted patients. Since then, we checked CBC, BUN/Cr, LFT, electrolyte, lipid profile, albumin, prealbumin, transferrin, retinol binding protein and 24 hours urine urea/Cr twice a week for the first two weeks and checked weekly after two weeks. We also checked the weight, isolator culture and osmolarity weekly. This helps us evaluate the appropriacy and the effectiveness of nutritional support.
Methods
We included 60 patients referred to NST before applying for We use the PCM ICD-9-code for classifying. The sum of the nutritional risk score is composed of weight loss, body mass index, state of appetite, gastrointestinal trouble, habitus of defecation, activity, dietary prescription, age, and so on, for recent 3 years. The sum of the nutritional risk score is used for risk classification. And then, we evaluate the consultation number, department number applying to NST and conference number before and after screening. We also evaluate the distribution of
